Attempted hanging may represent suicidal, parasuicidal, sexual, or attention seeking behaviour. In this paper we present seven patients seen over a four year period in the accident and emergency (A&E) department of a large district general hospital, followed by a short discussion of the epidemiology, pathophysiology, clinical features, and management of such cases.
Case 1 A 14 year old schoolboy with no history of psychiatric problems was found by his father suspended by a rope attached to a beam in his bedroom. He had been suspended for up to 10 min with his feet almost touching the floor. The reasons for his attempted hanging were minor family upsets In all cases: (1) cervical spine x rays were performed and were normal; (2) there was full neurological recovery; (3) psychiatric follow up was arranged.
greater than the body height and death occurs by spinal cord transection, and non-judicial hanging, where there is no significant drop and injury occurs due to compression of neck structures.' Non-judicial hanging may be fatal or non-fatal; in the latter case the term "near hanging" is used. The cases discussed were all examples of near hanging. Deliberate self hanging is increasing in the United Kingdom,2 and in the USA around 3500 die each year from hanging or strangulation, placing the method as the third leading cause of suicide deaths behind firearms and poisons. Most instances are deliberate suicidal attempts but a few occur in association with erotic self stimulation.4 Near hanging is not uncommon and in the cases reported represented calls for help or parasuicide attempts.
The effects of hanging depend on the distance of fall to the ground. If this distance is greater than the body height (as in judicial hanging) then the head is forcefully torn away from the body with cervical spine fracture, spinal cord transection, and death. If the distance is small, as in non-judicial hanging, the mechanism of injury is that of ligature strangulation.
Circumferential neck pressure leads to venous obstruction and stagnant cerebral hypoxia and hence to loss of consciousness. Flaccidity and loss of neck muscle tone eventually allows arterial occlusion or airway collapse. The exact mode of death is not clear, and may include cardiac arrest as well as vascular occlusion and asphyxia. 5 Clinical features of non-judicial hanging include marks around the neck from the device used for the hanging, and also skin and subconjunctival petechial haemorrhages (Tardieu's Spots) due to increased venous pressure in the head.7 8These, however, are not invariable features and were indeed only found in one of our seven cases. Injuries, including fractures, of the larynx are not uncommon but were not seen in any of our cases. Cervical spine injuries have not been reported in near hanging victims, and others have suggested that emergency cervical spine radiographs need not be performed unless there is a history of significant drop or neurological symptoms or signs of cord injury.9 They may, however, show surgical emphysema suggesting laryngeal fracture. In addition, the information available on initial presentation rarely allows cervical spine injury to be excluded. Advanced Trauma Life Support (ATLS) guidelines require cervical spine immobilisation and x rays in all patients following major trauma'°and there is probably no justification for making an exception in these patients.
Pulmonary complications, including aspiration pneumonia, bronchopneumonia, and adult respiratory distress syndrome (ARDS), are a major cause of mortality and morbidity in near hanging victims, and were the major complication in two of our cases.
Long term survivors may display a variety of neuropsychiatric sequelae ranging from psychosis to amnesia, thought to be due to hippocampal sensitivity to anoxia." Case 1 had residual memory loss which may have been due to hippocampal hypoxia. Interestingly, psychiatric symptoms such as depression may remit spontaneously after attempted hanging. 12 Initial management of near hanging victims follows the usual priorities of airway, breathing, and circulation (ABC). As cervical spine injury has not been reported, neck immobilisation is probably unnecessary in nonjudicial hanging victims. Hospital treatment should be in an intensive care unit and is generally supportive, being directed at airway control with endotracheal intubation,13 ventilation using positive end expiratory pressure (PEEP), and hyperventilation with supplemental oxygen to control intracranial pressure. '4 Fluids are restricted and mannitol may be indicated. The role of prophylactic anticonvulsants, naloxone, calcium channel blockers, and steroids remains controversial.' 6 15 16 Severe neurological defects may be reversible in cases of near hanging and all victims should be aggressively resuscitated and treated, irrespective of initial findings.'4 '7 This is well supported by the excellent outcomes in cases 1 and 4 despite their poor initial condition. Psychological sequelae are not so easily treated and all survivors of hanging incidents should receive support and follow up after discharge from hospital. 
